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f/ F 241 483.15(a) DIGNITY AND RESPECT OF F 241 reparafion andor execution of this
SS=D/ ﬁ( DIVIDUALITY constitute an admission or
k o agreement by the provider of the
™ | The facility must promote care for residents in a truth of the facts alleged or
manner and in an environment that maintains or conclusions set f]f"f‘h on thE’Th_ -
enhances each resident's dignity and respect in OSftagg?;:;ti:; gep'gggfézsén d}gr an
full recognition of his or her individuality, executed solely because required by
the provisions of Health and Safety
Code Section 1280 and 42 C.F.R.
This REQUIREMENT is not met as evidenced 4051007
by:
Based on observations and staff interviews, the
facility failed to promote a dignified dining
experience [cognitive impaired resident] for 2 of
23 dependent and independent residents in the
main dining room (Residents #125 and # 15)
During an observation on 11/16/11 at 5:00 p.m., -
23, residents were being escorted and seated in F241 Deficiancy has been corrected.
the main dining room. The main cart for the main
dining room arrived at 5:05 p.m. All of the 1. Corrective action will be 12/15/11
residents were served and fed except residents accomplished for those residents
#125, and #15. These residents were seated at found to _ha\tre be?." affected by
various tables waiting for their meals while the the deficient practice:
staff served and fed 23 other residents. Resident Resident #15 was assisted with
#125 and # 15 watched the residents in the main her evening meal on 11/16/11
dining room as they were being fed. (Resident Resident # 125 was assisted with
#125 and #15 were identified by Staff Nurse on her evening meal on 11/16/11
11/15/11 as being the cognitively impaired.) 2. Corective action will be
accomplished for those residents
During an interview on 11/16/11 at 5:49 p.m. with having potentia! to be affected by
the dietary manger, the manager stated that " the same defictent practice:
these residents (residents #125 and #1 5) are fed .
by the restorative aides. We never have so many R;?g?:ésa‘:gl?g :et{::;?ymeats in
residents in the dining hall for dinner. Most of ?nanner.
these people never eat in here for dinner. | have
called for help more than 45 minutes ago, but no
one responded., "
OMIDERISUPPLIER REPRESENTATIVE'S SIGNATURE THLE {X8) OATE

l’-:/{)“///

rd Ed
/(y deficiency statement endin%viih an asterisk (%) deétes a deficlency which the institution may be excused from corresting providing it is determined that

other safeguards provide sufficient protection to the patients, (Sea instructions.) Except for nursing homes, the findings staled above are disclosable 80 days

following the date of survey whather or not a plan of coerection is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days foltowihg the date these documents are made available to the facil
program participation,

ity. If deficiencies are cited, an approvad plan of correction is requisite to continued
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Continued From page 1

During an interview on 11/16/11 at 6:35 p.m.,
NA#1 stated that " Resident # 125 [Name of the
resident} was not fed because we had no meal
tray for her. " She further stated, " Resident
#125 does not normally eat in the dining room.
Her tray went somewhere else so | had fo wait
until it was found. *

During an interview on 11/16/11 at 6: 40 p.m. with
the Assistant Director for Nursing (ADON), the
ADON stated, " | am not normally here for
supper; the nursing supervisor was supposed to
be hers in the dining room for dinner. § did not
realize that she was nof here. * The ADON
added that " Resident# 15 [Nams of resident] is
cognitively impaired so her feeding varies.
Sometimes she feeds herself with assistanee, -
while sometimes she sleeps. "

During an interview on 11/16/11 at 6:35 p.m. with
the DON she stated, "my expectations are that
the residents are fed when their tray is placed in
front of them.  was not aware that residents were
sitting waiting to be fed for more than 45 minutes.

During an interview with the administrator on
11117141 at 10:00 a.m., the administrator staled,

" My expectations are that the residents are fed
minutes after each other, but yesterday was an
exception because the nurse assigned to the
dining room had 2 admissions that were expected
to arvive at 2:00 p.m. but came later. These were
difficult admissions with family issues. "
483.15(b) SELF-DETERMINATION - RIGHT TO
MAKE CHOICES -

The resident has the right to choose aclivities,

F 241

F 242

Measures will be put into place or
systemic changes made to
ensure that the deficient practice
will not occur:

CNA s will be re-educated on
serving resident meals in the
dining room to include serving
each resident one table at a time.
Licensed staff will be re-educated
on proper technigue of serving
residents in the dining room. In
addition the licensed staff will be
re-educated on their
responsibility of dining room
supervision, DON or designee
will mondtor the evening meal
three times a week for four weeks
1o confirm that residents at each
table are served and eating
together

Indicate how the facility wilf
monitor its performance;

Resuits will be presented to QAA
team for recommendations and
follow up for 3 months.
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her interests, assessments, and plans of care;
interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her fife in the facility that
are significant fo the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident, family interview
and record review, the facility failed to honor 2 of
2 resident likes and dislikes of fluids {Resident
#60 and #82). The findings included.

1. Resident #60 was admitted to the facility on
9/14/10, readmitted on 5/27/11. The cummulative
diagnoses included cerebral vascular accident,
cornoray disease, hypertension, dysphagia,
gastroesphogeal reflux and chronic venous
insufficiency. The Minimum Data Set(MDS) dated
9/24/11, indicated that Resident #80 had
moderate cognition and decision making skills.
‘The MDS also indicated that she was dependent
upon staff for all her activities of daily iiving skills.
Review of physician's order dated 9/27/11,
revealed Resident #50 was on a mechanical soft
diet with pureed meat, no added sait, chocolate
high calorie/proetein, 1 can of glucarna two times
a day, glytrof tube feeding via pump at 20cc an
hour for 4 hours if tolerate.

Review of the monthly nurse practitioner note
dated 11/8/11, revealad that Resident #80 had
chronic health conditions and benefit from tube
feeding with water flushes in addition to the
supplement of glucerna. Resident#80 overall
appetite was poor and had improved with the
implementation of the glucerna and Resident #60

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION o5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 242 Continued From pags 2 F 242 F242 Deficloncy has been 1211511
schedules, and health care consistent with his or corrected,

1. Corrective action will
be accomplished for
those residents found
ic have been affected
by the deficient
practice;

Resident #60 received
chocofate glucerna on
11/15/11.

Resident #82 had
cranberry and apple
juice removed from tray
along with likes and
disltkes of fluids
updated on 11/17/11.

2, Corrective action will
be accomplished for
those residents having
potential to be affected
by the same deficient
praciice:

Residents will receive
fluids of cholce per
their likes and dislikes
information.
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weight had begun to stablized. 3. Measures will be put
Buring an observation on 11/13/11 at 10:50AM, into place or systemic
Resident #60 was lying in bed with vaniila and Egzﬁfffhﬁgi to
chocolate glucerna can on the night star?d. The deficient practice will
chocolate glucerna can was empty. Resident #60 - not ooour:
stated that she received the vanilla glucerma daily o
on her meal fray and she did not fike vanilla. She Dietician to update
added that she had fold the nursing staff and llkes and dislikes of
dietary that she did not tike the vanilla and the fluids for residents.
,’e ry - Licensed staff to be re-
kitchen continued to send the can. She added educated on
that her family would bring her the chocolate communication likes
because they knew what she liked and the facility and dislikes of fluids to
told her they could not order the chocolate the dietary depariment.
lucerna Su‘per\ngor or designee
g : - ) _ io intervisw & residents
During an interview on 11/14/41 at 11:40AM, weekly to confirm if
family member stated that Resident #60 liked residents are recelving
chocolate glucerna and was fold by facility staff fluids of choice.
i uld not purcha
and dietary staff that they co p se any 4. Wndicate how the faclity

other flavor. The family member questioned why
only one flavor was being purchased when
residents would tolerate other flavors. Family
stated that she had to start buying the chocolate
so that Resident #60 could have what she iiked
and maintain appetite. She indicated that she
didnt feel that she should have to provide g
supplement that was ordered by the physician.
During an interview on 11/14/11 at 11:43AM,
dietary manager indicated that it was a corporate
fssue and that she had asked several times about
why they can only purchase one fiavor. She
added that the facility could have purchased other
flavors from other vendors.

.During an interview on 11/14/11 at 11:50AM,
administrator clerk indicated that she was
respeonsible for ordering supplemental supplies
for residents. She indicated that the current
company only had 1 flavor of glucerna and they
were in the process of irying another company.

will monitor its
performance:

Results wilt be
presented to QASA
team for
recommendations and
follow up for 3 months.
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She added that she was aware that Resident #60
did not like the vanilla. She added that due to the
inability to get the desired glucerna, we did tell the
family we could not order that flavor.

During an interview on 11/14/11 at 12:27PM,
Nurse #3 indicated that Resident #60 had always
requested chocolate glucerna and the family has
been buying and bringing it for the resident. She
added that DM{distary manager) had also told
them(staff and family) that the chocolate glucerna
could not be purchased.

During an interview on 11/14/11 at 12:41PM,
Director of Nursing (DON}and Administrator
indicated that the expectation was an alternate
vendor sheuld have been explored or a purchase
from a local store. The dietary manager should
have made other arrangements to obtain the
glucerna.

During an observation on 11/14/11 at 12:50PM,
Resident#80 was in room with family eating her
meal and the tray had a vanilla glucerna on tray.
2. Resident #82 was admitted to the facility on
B8/28/08. The resident's cummulative diagnoses
included diabetes, hypertension, end stage renal
disease, anemeia, peripheral vascular disease,
bilateral above the knee amputation,
gastroesophegal reflux disease, coronary artery
disease and congestive heart failure.

Review of the care plan dated 11/23/10, Resident
#582 was non-compliant with diet and fiuid
restrictions for dialysis/renal. The goals was
Resident #82 would show/demonsirate ompliance
of diet and fluid restrictions. The approaches
included diet as ordered, labs to be secured as
ordered and reviewed, monitor infake educate as
needed, document extra food and non
compliance.

During an interview on 11/16/11 at 5:05PM,
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Resident #82 stated that she continued to receive
foods and juice on her tray that she did not like.
Resident #82 added when it was discussed with
dietary and in resident council meetings it never
got resovled. During the resident councit
meetings meal choices, meal alternatives and
quality of the food was discussed monthly. She
added that when she or the resident council
members try o tell the dietary manager of their
concerns the DM continues to tell them there was
nothing she could do about making changes
because it was a coprporate decision or they cant
make a specific meal or the item cant be ordered.
She added that she continued to receive
cranberry juice at every meal. Resident #82
stated that she has told the dietary manager,
nursing and the aides that she did not like any of
ihe juices. She added that the nurses knew and
they would give her water with her meds, but the
DM continued to send cranberry or apple juice.
She added that when she brought the issues up
in resident council she gets ignored and it really
made her upset. Resident#82 also stated that she
felt like the meals should meet the residents
neads and they should not be told that
corporation cannot order the food. She added
that the food should be of better quality as well. It
has been brought up several times in resident
councii that residents did not know what was on
the menu, even what was posted was nof what
they receive on their tray. Resident #82 further
stated that when you look af the alternate, the
alternate was not what was listed on the menu.
During an observation and interview on 11/16/11
at 6:00PM, family member was present duting the
meal. Resident #82 had cranberry juice on the
iray . The family member indicated that Resident
#82 had never really liked juice and the cranberry
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juice was on her fray everyday at ali meals. In
addition, there were several other foods that were
on the tray that Resident #82 did not like, but she
would just push it to the side. The family brought
alternate fluids of choice because Resident #82
would not drink the juice. The family futher stated
that dietary manager and nursing was aware of
Resident #82 dislike for any juice.

During an interview on 11/16/11 at 6:15PM,
dietary manager indicated that Resident #82 meal
preference sheet was updated on 8/22/11, and
she was unaware that Resident #82 did not like
juica{cranberry/apple juice). DM added that the
only fluid dislike that she was aware of was tea.
She further stated the preference list was
updated every 30-60 days and Resident #82 had
discussed many food concerns in the resident
council meetings, but fluid dislikes was not a
concern. DM further stated that the concerns
from resident council regarding food,
likes/dislikes was resolved on an individual basis,
Buring an interview on 11/16/11 at 6:55PM,
Nurse #4 indicated that she was aware that
Resident #82 did not like juice of any kind. She
added that she gave Resident #82 water insfead.
She indicated that she was uncertain whether
dietary was aware of the resident's dislike for
juice,

Buring an interview on 11/17/11 at 8:15AM,
Nurse#5 indicated that she was aware that the
Resident #82 did not like juices and she gave
Resident #82 water in place of the juice. Nurse #5
indicated that she was unaware of whether the
dietary manager was aware that Resident #82 did
not like juice, but she did get cranberry juice
everyday on the tray and she never saw the
resident-drink the juice. She only saw Resident
#32 drink water or diet soda that family would

‘
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F 242 | Confinued From page 7

bring in.

During an interview on 11i/17/11 at 8:45AM, the
Administrator indicated that the expectation was
that DM should be reviewing with the resident
their likes and dislikes and update records on a
consistent basis. In addition,aliernate options
should be offered to the residents for their likes
and dislikes that were within reason of the
organization. Residents should not be told they
cannot receive something because corperation
would not allow unless other opfions have been
explored.

During an interview on 1417/11 at 8:30AM, the
activity assistant indicated that Resident #82 did
attend the resident council meetings monthly and
did bring up several concerns regarding food,
meal choices, dislikes being recsived and
alternatives. She added that since the dietary
manager was generally present during the
meeting it was assume that she would handle the
concerns since she heard them first hand from
the residents. She added that she did not
follow-up with the concerns since the DM was
aware.

F 244 | 483.15{c)(8) LISTEN/ACT CN GROUP

35=p | GRIEVANCE/RECOMMENDATION

When a resident or family group exists, the facility
must listen to the views and act upon the
grievances and recommendations of residents
and families concerning proposed policy and
operational decisions affecting resident care and
life in the facility.

This REQUIREMENT is not met as evidenced
by:
Based on observations, staff and resident

F 242

F 244

F244 Deficisncy has been corrected. 1211514

1. Corregtive action will be
accomplished for those residents
found to have been affected by
the deficient practice:

Residents #41,109, and 45 were
addressed by the dietary
manager and likes and dislikes
were updated. The dietary
manger also informed these three
residents that if menus change
the changes would be posted.
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- Corrective action will be
F 244 | Continued From page 8 F 244 accomplished for those residents

interviews and review of the resident council
minutes, the facility failed to resolve resident
dietary choices discussed in resident councit
meetings. {Residents #41, #1089 and #45).

Findings included:

Review of the facility policy titled, "Resident
Grievance" dated 12/3/08, read in part: The
Reslident Grievance may be given verbally or in
writing bt in either case must contain the
following information: section A included there
must be nofice that a Resident Grievance was
being filed. Additional, information revealed that if
a Resident Grievance was given verbally, it must
be transcribed into writing before the person
receiving the Grievance lease the facility. Every
employee, supservisor and agent of the facility
must assist any originator in filing a Resident
Grievance upen request. No employee,
supervisor or agent of the facility shall hinder the
Resident Grievance process, nor shall they
retaliate against the originator of a Resident
Grievance or the resident who is the subject of a
Resident Grievance. A resident Grievance should
be filed on a Resident Grievance form. 7.
Resident Grisvance ferms should be accepted by
any Avante Department head that will give the
form to the Facliity Risk Manger for appropriate
action. The investigation must be completed with
three (3) working days. The Facility Risk Manager
must meet with the facility administrator or the
DON to review the finding of the investigation,
and determine-what corrective action, if any is
needed, the corrective action must be record on a
Grievance Response form, and The Grievance
Response must be available to the originator of
the Grievance with five (5) working days.

having potential to be affected by
the same deficient practice;

An audit was completed by
RD/CDM to insure that current
residents’ likes and dislikes are
current and updated, Dietary
concerns voiced in resident
council will be documented on a
concern form and routed to the
appropriate department head to
address in writing. Follow up from
the concerns will be presented in
resident council by the activity
coordinator and this too will be
documented in the minutes.

Measures will be put into place or
systemic changes made to
ensure that the deficient practice
will not oceur:

Dietary manger will be re-
educated on how o respond to
concerns in writing. Activity
coordinator wilt be re-educated
on how te document concerns
and there resolution from resident
council RD/CDM will complete 5
random audits of residents’ likes
and dislikes o insure they are
current and updated. In addition,
Administrator or designee will
monitor resident council minutes
monthly times three months to
confirm concerns are being
addrassed with follow up
documentation reflected in the
minutes.

Indicate how the facllity will
monitor its performance:

Results wilt be presented to the
QA8&A team for recommendations
and follow up for 3 months.
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1. During an interview on 11/14/11 at 10:31AM,
Resident #41 indicated the she requested on
Salurday, the alternate meal of polish sausage
and sauerkraut and the kitchen sent a bologna
sandwich. She indicated they did not send the
alternate meal. She indicated she complained to
the nurse and was told it was not available.

2. During an interview on 11/16/11 at 10:48AM,
Resident #1089 revealed the facility activities
director or the assistant activity director would
facilitate the resident council meeting. The dietary
manager attended the meetings and was not
responsive to grievances. The most recent
ongoing concern was a request for rice pudding
on the menu and to stop serving rice at so many
meals. The resident council had requested for
more dry beans and the choice of salad dressings
and condiments offered with the meal tray. He
indicated alternate meals were not served as
posted, no choices of sandwiches were offered.
Resident #1098 had requested & banana
sandwich; the staff finally brought him a banana
and two slices of hread.

Duwing an inferview on 11/16/11 at 11:10AM, the
activity director indicated food compiaints were
the biggest concern during the resident council
meeting. The dietary manager was usually always
present to hear the residents concerns. She
indicated grievances for the dietary depariment
were not documented on a grisvance form of the
minutes because the dietary manager attended
the meetings and assumed she would take care
of it. She indicated no copies of the actual
grievances were kept. All other grievances for the
other departments were written and given to the
social worker. The social worker was respensible
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for giving the grievances to the depariment
heads. The activity director indicated she had not
followed up on any grievances from the resident
councit meeting; the assumption was the
department head would follow through.

During an interview on 11/16/11 at 11:20AM,
dietary manager indicated a meal of the week
was offered. Residents had beans every
Wednesday at lunch. The resident council had
asked for rice pudding for about three months,
she indicated she did not know how to make it.
She presented an recipe from a family member
and stated it could be done as an activity because
a small group wanted it. She reviewed the list
from the June meeting and indicated condiments
was offered as well and a variety of salad
dressing. She indicated she was not aware of the
request for the onions on the pintos, and only one
resident had requested the polish sausage with
kraut as the alternate, it was not offered. The
distary manager indicated bananas and yogurt
when available were on the snack cart that was
taken out at 10:00am and 2:00pm. The dietary
manager Indicated residents had choices of
sandwiches and was not aware of anyone who
requested a banana sandwich.

During an interview on 11/16/11 at 11:49AM,
NA#1 and #2 indicated if banana or yogurt were
offered it would be on the snack cart at 10am or 2
pm. The items varied; from day to day residents
were offered jello, ice cream, pudding, crackers,
bananas, and yogurt.

During an observation of lunch on 11/16/11
at12:30PM , revealed the posted " Resident Meal
of the Week " was meat loaf, navy beans, June

F 244
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peas and rolls, red velvet cake. Alternate was hot
dog. Dinner observation at 6:00PM included,
chicken and dumplings, tossed salad and sherbet
and the alternate was cottage cheese plate,
carrot raisin salad.

During an interview on 11/17/11 at 8:05AM, nurse
#1 indicated resident #1098 had requested food
and the kitchen would deny the request. The
kitchen gave only items that were on the menu for
the day and nothing else. An example was made
when Resident #109 asked for a banana
sandwich and peanut butter was on the menu.
The resident received peanut butter sandwich.

During an interview on 114/17/11 at 8:10AM, nurse
#2 indicated residents were denied the food they
requested. The menu repeated rice, fish and
pork, The aid was sent to the kiichen for a
substituted item and the nurse had to come and
sign for the item.Nurse#2 added she had to stop
what she was doing to sign for a banana.

During an interview on 11/17/11 at 8:20AM, nurse
#3 indicated she indicated she had discussed
with the dietary manager about the lack of
response to the resident requests and was told
there was no room in the budget for changes.
She continued by saying residents was not given
a choice of salad dressing or condiments. What
was on the tray was what they got. The menu
would repeat pork, fish and rice. The menu did
not refiect the resident's choices. They had asked
for meat, potatoes and dry beans. The kitchen
sent out a lot of soup and sandwiches residents
did not eat. The adminisirator and the director of
nursing were aware of the diefary grievances. No
snacks were available for residents in the
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nourishment room, except on the cart sent out by
the kitchen at 10:00am and 2:00pm. The nurses
do not have access fo any food items unless they
go to the Kitchen, The kitchen was locked at
night. She indicated she had complained fo the
administrator and the dietary manager, at the lack
of availability of ginger ale and snacks for
residents. The dietary manager indicted to her it
was not in the budget and the administrator took
no action.

During a follow-up interview on 11/17/11 at
9:10AM, dietary manager produced the copy of
recipe #2098, which was raisin rice pudding. The
dietary manager indicated the recipe for the rice
pudding was actually purchased in a can, there
was no recipe. The dietary manager also indicted
all the menus had the words "choice of "marked
through because the facility preferred not to use
that wording.

During an interview on 11/17/11 at 10:28AM, the
sociat worker indicated she was responsible for
ensuring the department heads received
grievances forms and admitted she did not follow
up the dietary grievances.

During an interview on 11/17/11 at 11:30AM, the
administrator indicated he was unaware of any
grievances regarding food choices or
preferences. He was unaware there were no
snacks available in the nutrition rooms and ginger
ate was available if a resident was nauseated. He
indicated the expectation was grievances made
during the resident council meeting were written
on a grievance form. The department head was
to follow up within 3-5 days. The resident council
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minutes were expected to reflect all of the
grievances.

Review of the Resident Councll Minutes revealed
April mesting note for dietary indicated, "the
dietary manager was present to discuss any
dietary manner (sic) with the resident’ s, the
dietary manager also discussed the resident meal
of the month also the resident meal for National
Nursing Home Week. " No documentation was
written for the month of May. A hand written copy
of suggestion from the resident council was given
to the dietary manager for the month of June.
Which read in part, "Give choices of salad
dressing, pinto beans and onions, rice pudding.
Requested dry beans each Wednesday. Meal
choice of the month not being served.” No
spedcific concerns were documented in the
minutes for the months of August, September
and October the statement, "Dietary manager
was present to speak with the resident about any
concerns that they may have about the meals.”

Review of the menu dated 14/15/11, revealed
dessert for lunch pudding ( Raisin Rice marked
thru) words “"choice of " was crossed out for
juice and salad dressing. On Wednesday
1116111, Breakfast: Cold cereal "Hot" was
crossed out, French toast, links "turkey" was
crossed out, syrup, margarine, and juice "choice
of " was crossed out. Lunch: Balsamic
Mediterranean was crossed out, leaving Tilapia,
Rice Pilaf , Sauash " zucchini * was crossed out,
Bread "wheat’ was crossed out, red velvet cake
the alternate was soft shell beef tacos refried
beans { a question mark next to entry) , Dinner:
"Chicken and Dumplings, Carrots Tossed salad
Peaches, Sherbet cup, dressing "choice of ©
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crossed out the alternate was "cottage cheese
plate, carrot raisin salad." Evening snack:
assorted snacks & assorted beverages."

3. Resident #45 was admitted to facility
10/8/2010. The resident cummulative diagnoses
included chronic alrway obstructive, congestive
heart failure, renal failure, anemia. The Minimum
Data Set{MDS) dated 10/11/11, indicated that
Resident #45 had moderate cognitive and
decision making skills. The MDS indicated that
two persan assistance was required with activities
of daily.

Review of the care plan dated 8/24/11, Residant
#45 had dehydration or potential fluid deficit
related to poor intake of some meals and non
compliance with diet restrictions. The goals
included resident would drink a minimum of
1500-2000cc each 24 hr period through next
review. The approaches included monitoring and
document intake and output as per facilily policy.

During an interview on 11/16/11 at 5:00PM,
Resident #45 stated that she aftended the
resident council group meeting every month and
the concerns that she brought up about the food
never was addressed. She added that she had
complained to DM and floor staff about the quality
of the food and the DM tells the group that there
was noting that could be done because the
corporation determines what the residents were
going to eat and how they was going fo fix the
food. The food was net fit to eat. She added that
half the time you naver know what you were
going to eat because what they post on the menu
board was not what was being served or what
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was on the alternate maybe something you dont
like and then you have nothing to eat but a
sandwich or soup.

During an interview on 11/16/11 at 6:10PM,
Nurse #4 indicated that Resident #45 had several
concerns with the food and has shared with
dietary manager,but she was unaware of the
results of the food. The resident was alert and
able to vocie her concerns without difficult.
During an interview on 11/17/11 at 8:45AM, the
Administrator indicated that the expectation was
that DM should be reviewing with the resident
their likes and dislikes and update records on a
consistent basis. He added that in
addition,alternate opitions should be offered to
the residents for their likes and dislikes that were
within reason of the organization. Residents
should not be told they cannot receive something
because corporation would not allow unless other
options have been explored. He added that each
department head was responsibte for following up
on group concerns. DM(dietary manager) should
be communicating with the group regarding
alternate ways to resolve the group concerns.

Buring an interview on 14/17/11 at 9:30AM, the
activity assistant indicated that Resident #45
attended the resident council meeting monthly
and she Indicated that Resident #45 did bring up
several cocherns regarding food, meal choices,
disiikes and alternates. She added that since the
dietary manager was generally present during the
meeting it was assume that she would handle the
concems since she heard them first hand from
the residents. She added that she did not

., | follow-up with the concerns since the DM was

3

{ ~e Y aware.
(F 253 |:483.15()(2) HOUSEKEEPING &
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85=D | MAINTENANCE SERVICES corrected.
The facility must provide housekeeping and ) o
1. Caorrective action will

maintenance services necessary to maintain a
sapitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on observations, resident, family and staff
interview, the facility failed to maintain an odor
free environment for 2 of 5 halls. (Resident #82).
The findings include

Duing tour on 11/13/11 at 9:45AM, there was
offensive fecal and urine odors present on A hall
when you enter the facility.

During an observation oni1/14/11 at 8:00AM,
there was stale and fecal odor present on hall A,
there was housekeeping present. The odor was
severly present upon entry of side door of facility.
On 11/14/11 at 8:19AM, B Hall 1-11, the offensive
odors of fecal and urine was present and at
8:21AM, on BHall 13-29 additioant offensive fecal
and urine odor was present.

During an observation on 11/14/11 at 10:52AM,
strong offensive fecal/stale odor between B1-11
hall..

During an interview on 11/14/11 at 10:55AM,
there was a lingering offensive odor present on
fower end of A hall that had been lingering until
11:20AM, the odor was very strong in that it was
present in the hall way from the nurse's station
located in the center of the building.

During an interview on 11/14/11 at 11:58AM,
housekeeper{ HK#1) indicated that she was
responsbile for the general cleaning of resident
rooms and supplying the rooms with cleaning

be accompiished for
those residents found
to have been affected
by the deficient
practice:

Offensive odors of
urine and feces were
eliminated from A and
B hali on 11/16/11

Corrective action will
be accomplished for
those residents having
potential fo be affectad
by the same deficient
practice:

Maintenance director
will conduct a hall o
hall inspection to
determine if any other
halis have offensive
odors of urine and
feces.
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been reported to nursing and housekeeping
supervisor.

During an observation on 11/16/11 at
3:30PM-4:00PM, strong offensive fecal and urine
odor on front end of A hall and near side entrance
as well as back end of B hall.

During an interview on 11/16/11 at 8:17AM, HK#3
indicated the responsibie for clegning the basis of
a residents room such as trash, toilets, outside of
heaters, window seals,wipe down beds,
sweep/mop. Deep cleaning done when assisnged
includes cleaning curtains, wipe down doors
walls, clean behind doors etc. she indicated that
they used ocean wave air freshemer that she
recieved the other day. The expectation was o
eliminate the odors right away when the residents
or family complained.

Durlng an interview on 11/16/11 at 9:21AM, the

will monitor its
performance:

Resuits will be
presented to QAA team
for recommendations
and follow up for 3
months.
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supplies.emptying trash, cleaning residents beds 8. Measures will be put
after a bowel movemnt. The HK #1indicated that g’ggﬂp’:‘;en?ggftemlc
the day haurs were from 7-3 and floor techs ensu?e that the °
works 3-11( 1 to 2) responsible for clea‘ning- deficlent practice will
carpet, empty soil linen barreis from soiled linen not occur:
room, ) i
During an interview on 11/14/11 at 11:15AM, HK ‘Dﬁai:?sle;:r}ce d'FECLOT
#2. indicated that she was responsible for Adeint Stf;?gf\,e\riﬁn
cleani‘ng floors, ginks, trafsh cans, swegping, _ conduct daily rounds
mopping, checking supplies,. The routine consist for 12 weeks of each
of basic cleaning. Detail cleaning assisignments hall fo determine If any
included windows, blinds, sweep behind dresser, gggr}z':: odors of urine
pull curtains. She added that when there were House kese%'iﬁgr;:?fm'
cqmplaints of odors the expecta'tion was o were re-educated on
eliminate them as soon as possible. how to maintain a
During an interview on 11/14/11 at 11:24AM, clean and sanltary
family member on A hall indicated that there had rooms free from odors.
been several reperis of odors throughout the
building. The family member reported that it had 4. indicate how the facility
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environmental service director indicated that 4 HK
during the wk and 1 floor tech, responsible for
housekeeping and floor cleaning. There was 2
HK first shift and 1 fir tech. Residenis rooms was
deep cleaned on a weekly basis, which included
stripping beds, extensive floor cleaning, cleaning
curtains, windows and on the weekends as well.
He indicated that he did not have any recent
cocnerns with odors, The ocean wave
deoradaizer was used to refresh the area.

During an interview on 11/16/11 at 5:05PM,
Resident #82 stated that she added that she has
told the nursing staff about the odors in the
building and she never got a response 5o she
asked her son to bring her a hide away stash of
air fresherner. | rather smell flowers that that
funky stuff all day. She indicated the small of old
socks and body all throughout the building.
During an interview on 11/16/11 at 6;10PM,
Nurse #4 indicated that she was aware that
Resident #82 did complain of the odors in the
buitding and the resident told her that shehad a
can of air freshener because she did not want to
smell other residents BM or urine. She added that
the expactation was that housekeeping clean the
rooms daily and eliminate the odors with
whatever ihey clean with.

During an interview on 11417111 at 8:25AM, HK#4
indicated that she on occassion would receive
comptaints from residents or family about the
odors in the building. She added that the
expectation was fo clean the area where the
odors were as soon as they were reporied. She
added that HK should be checking resident
rooms and cleaning and emply trash etc. She
added that she worked the A hall and she had to
go in several resident rooms several times of the
day due to offensive fecal and wine odors.
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During an interview on 11/17/11 at 8:45AM, the
Administrator indicated that the he was unaware
of any concerns with the odors being reported by
residents or family. The expectation is that when
there is any odors, HK should attempt to
eliminate the odor immediately. He added that no
" teoncerns were brought to his attention regarding
this.
| -
é :iﬂ; 483.20(k)(3){i) SERVICES PROVIDED MEET F 281 F281 Deficiency has been corrected. i

PROFESSIONAL STANDARDS

i

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Rased on resident and staff interview,
observation and record review, the facility failed
to follow the physician order to parform a speech
therapy evaluation in one of five residents
{Resident # 47).

The findings include:

Resident #47 was admitted 12/08/10 with
diagnoses, in part, Aizheimer type dementia and
dysphagia. The Minimum Data Set (MDS) dated
09/16/11 indicated the resident had moderately
impaired cognitive skills. The MDS indicated the
resident was independent with eating after set-up
and had no swallowing disorder. The MDS
nuiritional approach indicated the resident was on
a mechanically altered dist which required a
change in food texture. The Care Plans since
“42/16/10 for the resident did not include a focus
for diet or dysphagia.

Corrective action will be
accomplishad for those residents
found to have been affected by
the deficient practice:

Speech therapy evaluation
completed on 11/17/11 for
rasident # 47

Corrective action will be
accomplishad for those residents
having potentlal to be affected by
the same deficient practice:

An audit was completed on
current residents to determine if
any other speech evaluations
failed 1o be addressed. No other
residents were found to be
affected.
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The dietary evaluation dated 10/21/11 indicated
Resident #47 was on a therapeutic and
mechanical soft diet. The dletary evaluation did
not Indicate the resident had chewing or
swallowing problems.

The physician ' s order dated 11/07/11 was
written for ST {speech therapist) to evaluate for
an upgrade in the diet for the resident.

On 11/13/41 at 3:16 PM, Resident #47 was
evaluated to be interviewable and an interview
was obtained to include dietary. The resident
stated his food didn't iook good because the meat
was all cut up. The resident stated he wanted
solid meat.

On 11716711 at 9:17 AM, Nurse #1 stated she
didr't know If the evaluation for a diet upgrade
was done yet for Resident #47. Nurse #1 stated
the evaluation was to be done by the ST.

On 11/16/11 at 9:23 AM, the ST stated she did
not know there was an order for a diet upgrade
evaluation for Resident #47. The ST stated the
resident was on a mechanical soft diet and his
meat was ground. The ST stated an evaluation
would determine if the resident could tolerate
solid meat.

On 11/17/11 at 7:268 AM, the dietary manager
stated with a mechanical soft diet, the meat was
ground.

On 111711 at 7:44 AM, the nursing supervisor
(NS} stated new physician orders were
communicated in the daily morning stand-up
meeting. The NS stated all department heads
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Measures will be put into place or
systemic changes made to
ensure that the deficient practice
will not occur:

Licensed nurses wilt be re-
educated on the use of nursing to
therapy communication forms.
The nursing ko the therapy
communication form wiil be the
communication used to notify
therapy of a screen and therapy
will use the same form 10
communicate the need for
evaluation. The rehab manager
will provide a copy of the wiitten
order for evaluation to speech
therapy and will folfow up to
insure evaluations are completed
timely. The rehab manager or
designee will audit 5 random
charts a week for 12 weeks to
insure speech evaluaiions are
completed in a timely manner.

indicate how the facility will
monitor its performance:

Resulis will be presented to
QA&A team for recommendations
and follow up for 3 months.
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attended the morning stand-up meeting. The NS
stated the medical records manager made copies
of new physician orders and distributed the
copies to department heads. The NS stated the
physician order for Resident #47 for a diet
upgrade evaluation was generated by the
resident ' s preference to not have ground meat.

On 11/17/11 at 7:45 AM, the NS provided a 24
hour foliow-up report for the clinical stand-up
moraing meeting. The report dated 11/07/11
indicated Resident #47 ' s follow-up
communication need " speech eval {evaluation)
far upgrade in diet" was "done". The N3
stated "done " meant the communication had
been done In the stand-up meeting.

On 11/17/11 at 7:468 AM, the Director of Nursing
(DON) stated each morning in the stand-up
meeting, in which the rehabilitation manager {(RM)
was present, the previous 24 hours of physician
orders were reviewed. The DON stated copies
were made by the medical records manager and
provided to department heads/managers.

On 117171 at 7:51 AM, the medical records
manager stated he made copies of new physician
orders for the daily stand-up meeting for afl
department heads. .

On i1#M7/11 at 7:57 AM, the RM stated she was
the manager for speach therapy. The RM stated
an evaluation was different from a screen and an
evaluation needed a physician order. The RM
stated she went to stand-up meetings every day.
The RM stated she attended the morning
stand-up meeting on 11/07/11, 11/08/11 and
11/09/11. The RM stated the medical records
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N a daily basis:

o Facility name.
o The current date.
o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses,
- Licensed practical nurses or licensed
vocational nurses {as defined under State law).
- Certified nurse aides.
o Resident census.

F 281 | Continued From page 22

manager made copies of new physician orders
and distributed a copy of the orders to
depariment heads. The RM stated she was
inciuded in a copy of new physician orders. The
RM stated after she read the copy of new orders
she shredded the copy. The RM stated the
evaluation for Resident #47 should have been
done on the same day as the order.

F 356 | 483.30(e) POSTED NURSE STAFFING

s5=C | INFORMATION

The fagility must post the following information on

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows;

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written request,

F 281

F 356 Fas6 Deficiency has besn

15/11
corrected. 12115/

i. Corrective action will be
accomplished for those
residents found to have
been affected by the
deficlent practice:

Nurse staff posting to
include RN hours was
posted on 11/17/11

2. Corrective action will be
accomplished for those
residents having potential
to be affected by the same
deficient practice:

Nurse staff posting
information was re-
vamped to include the
number of hours worked
by BN per shift.

make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
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by:

include:;

nurse.

required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced

Based on observations, staff interviews, facility
posted nursing staff information form and facility
nursing staff information form records; the
facility failed to post numbers and actual hours
worked for licensed staff by category/discipline for
all three shifts for 4 of 4 days of survey. Findings

During observations on 11/13/11 at 10:20AM,
review of the staff posting located on the wall in
front of the busineas office included the facility
name, date, resident census, licensed and
unlicensed staff by shift and hours. However, the
licensed staff on duty was not clearly identified by
role between register nurse and the licensed
practical nurse. Review of the posted information
did not indicate whether an RN was on duty.

During a follow-up observations on 11/14M1 at
12:45PM, 11/15/11 at 10:40AM and 11/16/11 at
2:20PM, the staff information that was posted did
not include the registered nurse hours on duty

During an interview on 11/17/11 at 10:50AM,
Nurse suparvisor, DON( director of nursing) and
ADON(assistant director of nursing) indicated that
the scheduler for the facility completed the
posting daily and that a register nurse worked 12
hours a day. Review of the posted hours revealed
that it could not be distinguished between the
register nurse hours from the licensed practical

place or systemic changes
made to ensure that the
deficient practice will not
oceur:

Re-educate staffing
coordinator and
supervisors as to what the
nurse staff posting must
conlain. DON or designee
wil monitor nurse staff
posting three times a week
for four weeks to confirm #
contains the BN hours
worked per shift,

indicate how the tacility
will monitor its
performance:

Results will be presented
to the QA&A team for
recommendations and
follow up for 3 months.
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staffing data for a minimum of 18 months, or as 3. Measures will be put into
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Review of the daily nursing scheduled posted on
11117111 at 11:15AM, with DON who confirmed
that the current format of the posted information
did not identify the registered nursing staff on any
of the schedules from August 2011 through
Novamber 201,
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K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K029 K028 Deficlency hos bacn corrected.
85=D 1jeeme
. . . o ) el il be ishod
One hour fire rated construction (with % hour wﬁggﬁa\;ﬂzn; foont 1 ha o acod
- f y the deficlent praciice:
f"'e‘ rate.d qOOFS} or an. approved automatlc fire ﬁadoor!a(haﬂrysl:agamam inthe
extinguishing system in accordance with 8.4.1 Kitchen was repaliod on 12/13/11 tolalch
reparty.,
andfor 19.3.5.4 protects hazardous areas. When 2, %msr,eclgv?dncilon wiii be accomplished for
tm £ 1 ‘ahi 056 ents havl tenbal to b
thevapproved automatic fire extinguishing system it e aciant p laba
oplion is used, the areas are separated from The N:allnlennncq lefgfi;)f ot designes will
other spaces by smoke resisting partitions and I:?tgu%:é:;ig:gl;op;gu:g?:;;l:s
- i - ndicated.
d'OOI'S. DF)OTS are Self closmg and non rated or 3. Measures will ba put inle place of systomic
field-applied protective plates that do not excead cha;?asnlst?dalloonsumihmihu daficlont
48 inches from the bottom of the door are Lk hf;,,ﬁ‘{m‘;?,c?&{;wmmmw
' coimplate a waekly Inspection of 25% of
permltted - 1 9.3.2. 1 faciity doprs to !ngpectp?g p?oger laiclg'ng
rnd rapalt as indlcated.
4. Indicate how the faciity wifl monitar its
parformanca;
Resulls will ba presentad o QAA team for
tecommendations end follow up for 3
menths.
This STANDARD s not met as evidenced by:
A. Based on observation on 12/08/2011 the door
to the dry storage room in the kitchen failed to
latch WhBﬂ Shu{' Koag Deficlency has baan correcled,
42 CFR 483.70 (a)
K 038 | NEPA 101 LIFE SAFETY CODE STANDARD K 038 1. Coroactive action wli be eccomplishod for 1j2efi2
N those residents found to heva been affectod
85=D| . X ) by the doficient practice:
Exit access is arranged so that exits are readily Al te-edcaton a5 to the fooaton of o
. . . ¥ miaster X X
accessible at all fimes in accordance with section . Coveniie atton il bs accomplished for
7 4 19.2 1 those 1esidents having potential to be
s e R alfactad by the same dafitlent practice:
Tha Malnlenanrs Directer 0 designae wit
conduct monthly drills with employeas In
repards o he jocatlon of the master doar
leleass.
3, Measures will be put Into place or sysiamlc
changes made 1o ansure thak the deficient
practice il not occur:
. Tie Malntonanca Ditactor of dosignes wil
This STANDARD is not met as svidenced by: ﬁ?ﬁ&f.ﬁ%ﬂ”&?{iﬁf&?ﬁﬁ?ﬂ&iﬁs
. Based on observation and stalt inie i n Fducalion of lovallon of the master door
A. Based b i d staff interview o fucalion
12/08/2011 the staff did not know about the rolasso il e Includad in orianiefon of
master door release switch located at the nurses 4 Indieato o ho faciity will saonttor Y5
station. Flosults Wil ba prosantad 1o QAA leam lor
42 CFR 483.70 (a) :ﬁwndatimsam foliaw up for 3
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 0580
U\BO&T\G ¥ DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (X6) DATE
[ e PRV fq‘ L, e g . R S ‘“&-“Vfw [ps - }"/ #
§ 4 Y

Any?tfﬁciancy statement endingﬁwlih an astarisk’(f%no!as a doficloncy which the institution may be excused from correcting providing 1t l's delermined thal
othef safequards provide sufficlent protection to the patlents. {Sees Instructions.) Except for nurstng homes, the findings stated above are disclosable 80 days
parﬁowing the date of survey whather or not a plan of correction is provided. For nursing homes, ihe above findings and ptans of corraction are digclusable 14
days following the date these documents are made available to the facllity. {f deficlencles are clted, an approved plan of correction is requisite to continued

program participation. C::)
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K 00 Continued From page 1 K 050 Kose Deficiency hes bean corfected,
85=D 1je2it2
. . 1. Cortective adion with ished fi
Fire drilis are held at unexpected times under g@'s‘u rg‘é?aems foﬁg& e bon aforiod
. e . N the deficlent praciico;
varying cqndshons, at‘{eaSt quarterly on e'ach shift. Agistzﬂfe—edgcz:ed as la the preper firo difl
“The staff is familiar with procedures and ts aware o —
that drills are part of established routine. " (hosa fasidonts having potential {o be
Responsibilly for planning and conducting drills is ?{ﬁ‘;“‘m";’;’i’;}f;i;“:&ﬁ;’;ﬂf‘;‘f‘ﬁg;‘;‘ﬁgﬂ@
assigned only o competent persons who are 3:;"::;?;%‘;“’,2;1?21‘:?%2‘ ﬁmﬁ:
qualified to exercise leadership. Where drills are N et inlo paca or systamic
conducted between 9 PM and 6 AM a coded chingos T o st ol e S0
announcement may be used instead of audible The Malwtenance Diraclor or doslgnoo 4l
alarms 49 7 12 complola mnmty:a-edu;ﬂonoi amp}nyea‘s
. LIt as ¢ propar firo drill procodut . Roview of
ﬁ‘mpae[%?m dﬁl‘::arocagums wl;ga in m;ﬁded
orieniation of 8l new amployaes.
4, Indlcate how tha faciily wil monltos its
patiormanca;
R Hesulls w!nEi be presented to OAA faam for
This STANDARD is not met as evidenced by: secommondallons end ol Lp 213
A. Based on observation and staff interview on
12/08/2041 the staff did not know the fire dril
procedure.
42 CFR 483.70 (&)
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 K2 Daficlency hias baen costeviod.
538=D 1/a2i12
Means of egress are continuously maintalned free 1. g‘mmwvi,dm{:? wi o ?‘cconbm::ha?écé‘red
. . 2 . i+
of all obstructions or impediments to full instant o defictant pc?;réuuf:wm :
i i lights s maved up o
use in the case of fire or other emergaicy. No B g o vl reduing o
furnishings, decorations, of other objects obstruct “O‘réimclllme coidos o 2ot
’ RTINS N 1y i or
exits, access to, egress from, or visibility of exits. 2 oo e potant lob
7.4 10 aflacied by the seme dofident peaclica:
Tho Maktenance Diteclor of designas will
gonduct en pudt of el og;asid c<>|rkl}:>]rW warl‘i?
{0 ensur no objocls are Lo wids oF a
protruding into the cotrldor.
. [ wiit be putinl system'c
? d?aan%:swmade 10%1:!5&2 mz??h%rdggc?mt
"’“““.ﬁ?u‘“' o~ wg?uad dastproa will
H H ¢ . T lanan ractor or dos Lil: R
This STANDARD sy nPt me{ as ewdenced by co:dud[:i:!?yu?t?ndauiagwsscouidms and
A. Based on observation on 12/08/2011 there temov fieiocata any objects not providing
s propor clearance.
were bug lights mounted on egress corridor walls 4. indicale how the fackity vl monlto? 1ts
that were to wide and to low . They were reducing o b presenicd to QAR Loar for
the width of the corridors. tewmmandaﬂons and follow vp for 3
42 CFR 483.70 (a) e
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 076
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. . K076 Dafici has bean cofacted.
K 078 Continued From page 2 K076 e
58=pD t.  Correctiva action will bo %wn;rtnlpﬂsha?{fo{rad a2
Medical gas storage and administration areas are B oy 12 bae gffed
i i All oxygon cylnders In rehab room wors
protected in accordance with NEF.DA 98, n opgg n oyindors | Rt T
Standards for Health Care Facilities. faom B-16 was removad on 12/8/11. Al
slalf ra-sducated a5 to proper storage of
. oxygen cyllnders and proper signags for
{a) Oxygen storage locations of greater than areas with oxygen cyfindars. Rehab etalf ro-
educatad as to proper sterags of oaygen
3,000 cu.ft. are enclosed by a one-hour s i bosooonptihes!
Separaﬁon' & 1hu;g?esldg:tts?lav‘m pgf::tﬁl mbi o
. aflectad by the sama deflcient practico;
. The Malntenanca Director or deslgnee wi
4 I dos! i
(b} Locations for supply systems of greater than conduct an sudit of alt 1ooms Where oxygsen
3,000 cu.ft. are vented fo the outside. NFPA 99 A Y
43112, 193.2.4 signage s in place, Rehab managar wii
e e eviaw rehah araa waekly o ansure oxygen
cyinders ara peoporly stotad,
3. Measures will be put Inte place or systemic
chenges mads lo ensure thatiho daficent
ctica wil nal acour:
%ae Matnlen?;oe Dlrector or deslgnea will
complote monthly raview to ensuso that
oxygen cylindars a;‘a gropnny secured and
. proper signege is i place.
This STANDARD is not met as evidenced by: 4. Indeate howthe faclity will montor ks
A. Based on observation on 12/08/2011 there Bonhe i o prasented to QAA toar of
was an unsecured 02 cylinder in the Rehab, rocommendations and folfow up for 3
Room.
8. There was 02 in room B-15 with no " No
Smoking " sign.
42 CFR 483.70 {a)
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 K144 Defisnay bss bser conocod. -
88=F
Generafors are inspecied weekly and exercised 1. Corective aclion wii be accomphished for
H H ih dents found 10 have b ffected
under load for.30 minutes per month in b'y"fhz'ggﬂg;nfp‘;gd} o e boon alfects
accordance with NFPA 98, 3.4.4.1, Genatalar nspacted and rapa'red to ansuro
proper cranking and transfer on 12/18/11.
Awning to be placed over generator o
provide protection from Inclement weather.
2. Corrective actlon will be accompiished {or
those resldents having polential lo bie
af{octed by the samo deflciant practico:
The Mantenance Dlractor or designee wiil
inspact genesalor wookly and axerclse
generator Under load for 30 minutss par
month. Any Issues with proper cianking e
transfarring will bo conectad.

FORM CME-2567(02-58) Previcus Varslons Obsolate

Event iD: B4DAZY

Facliity iD: 923322

if continuation sheet Page 3 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/11/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER: COMPLETED
A, BUILDING 01 - MAIN BUILDING 01
B, WING
345227 12/08/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AVANTE AT REIDSVILLE 543 MAPLE AVENUE
REIDSVILLE, NG 27320
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES 13] PROVIDER'S PLAN OF CORRECTION {X6}
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COUMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
K 144 | Continued From page 3 K 144 b rasamado o anaue ekt dont
. . e Wik 3
This STANDARD is not met as evidenced by: g;li:h?:lr:ué;ﬁigcgﬁ;dm or designea vl
i review weakly gerarator tesis for pr
A. Based on observation on 12/08/2011 the fonctloning, opaire to Guneralor ame.
generator failed lo crank and transfer. protaction from lclament wealhe: completed
42 CFR 483,70 (a) 6 indikate now e ety i monor e
por 3
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 H?,Lﬂ{ﬁﬂﬁiapmsmm 10 OAA taam for
8§8=D recommendations and follow up for 3
Electrical wiring and equipment is in accordance fonie
with NFPPA 70, National Electrical Code. 9.1.2
K47 Deficlency has besn corracled. 1/22/12
This STANDARD Is not met as evidenced by: i Correctivo acton i) bo accomplished
. iil| D6 BECO) 15! [s13
A. Based on observation on 12/08/2011 there gmé‘e rgs;dantsfwn?:ohave besn affected
. . . ¥ the doficlent practice;
were exposed incandescent light bulbs in the Proteciive covers placed over oxposad
boller room near the A Hall nurses station, B e osoert gt bulbs I boler toom on
42 CFR 483.70 (a) 2 Cotreclive ection wlll b accomplished lor
those residents having potential to be
affectad by the same deficiant practica:
Tho Maintarance Ditector or designes will
audt alt #ght ﬁnur?:;? faciity 1o ensure
10T COVAIS fta .
a. ﬁ%egsulss wiil be put lnatc‘iD ptace ar systemlc
chantgas Tl?dalm ansure that the deficlent
practce will not ocour:
The Makntenansa Director of deslgnas wil
Include & raview of faciilty light fixttiros 1o
waakly Praveniative Malntonence rounds to
enstife piopar functioning of Nghts and that
PICRE! COVEIS Ar0 ln‘placa.
4. lndlfcala hew the facility wil montior s
parfermance:
Reatits Wil be presented to QAA teem for
Jeoorrr:rnendnllonaand follow up for 3
months,
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